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According to the 2001 census, the size of the ethnic minority population in
the United Kingdom was 4.6 million, representing 7.9 per cent of the total
population. Indians were the largest minority group, followed by Pakistanis,
those of mixed ethnic background, Black Caribbeans, Black Africans, and
Bangladeshis. Since the 1990’s there has been a shift in migration and
settlement patterns of people born outside the UK, which includes economic
migration from Central and Eastern European Countries. Nearly half (48 per
cent) of the total minority ethnic population lived in the London region, where
they comprised 29 per cent of all residents.?

Smoking rates vary considerably between ethnic groups. In men, compared
to the general population, rates are particularly high in the Black Caribbean
(37%) and Bangladeshi (36%) populations but these differences are
explained by socioeconomic differences between the groups. Among
women, smoking rates are low (at 8% or below) with the exception of Black
Caribbean (24%) and Irish (26%) compared with the general population.®
Overall, smoking rates among ethnic minority groups are lower than the UK
population as a whole.
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Current regular smoking rates among women (England)
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Smokeless tobacco is used by some ethnic minority groups, particularly
those from South Asia. Chewing tobacco is most commonly used by the
Bangladeshi community with 9% of men and 19% of women reporting that
they use chewing tobacco.*

However these figures may reflect a degree of under-reporting by some
respondents. For example, self-reported use of all tobacco products was
44% and 17% among Bangladeshi men and women respectively. Including
respondents with a saliva cotinine level indicative of personal tobacco use,
the estimates rise to 60% of men and 35% of women.* A separate study
which explored under reporting among Bangladeshi women found that 15%
of women under-reported their personal tobacco use.”

Betel quid or paan is commonly chewed in many Asian communities. Paan
can be prepared in a variety of ways but usually contains sliced areca nut,
slaked lime and catechu, wrapped in betel leaf. The resulting quid is then
placed in the mouth and sucked or chewed. Paan itself is not a tobacco
product but smokeless tobacco is often mixed with the other ingredients.
Gutkha refers to the product with tobacco and pan masala is the same
product but without tobacco. Other smokeless tobacco products include
khaini (dried tobacco and slaked lime) and zarda (a mixture of tobacco, lime,
spices, areca nut and flavourings).®

Chewing tobacco is associated with a range of diseases including an
increased risk of cardiovascular disease and oral cancer. However there are
many misconceptions regarding the health benefits of chewing tobacco
which are promoted by misleading claims from manufacturers, such as betel
quid having curative effects for dental pain.

Smokeless tobacco products are required to have health warnings under the
terms of the 2001 EU Tobacco Products Directive 2001/37/EC. However
many fail to comply. A study on the accessibility of chewing tobacco products
in England found that less than half of chewing tobacco purchased had any
form of health warnings with only 15% of products complying with the current
legislation of health warnings for tobacco products.

Waterpipes, also known as hookah, shisha or hubble bubble pipes, have
traditionally been used to smoke tobacco in the Middle East. However there
has been a recent global resurgence of waterpipe smoking and in recent
years shisha bars have become particularly popular among young people
from ethnic minority groups in the United Kingdom who use them as an
alternative to visiting pubs and nightclubs.

The health dangers of smoking shisha are well established and there is a
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growing body of evidence demonstrating that the harm from using waterpipes
Is similar to, if not greater than smoking cigarettes. One study found that
compared to a single cigarette, 45 minutes of waterpipe smoking doubles
carbon monoxide and triples nicotine exposure.’

For further information see the ASH factsheet on Waterpipes

Among some minority groups, the risk of heart disease is particularly high
due to the combination of smoking and the presence of other risk factors.
Bangladeshi and Pakistani communities tend to eat fewer fruit and
vegetables than other minority groups and also take less physical exercise.
Ethnic variations in the levels of HDL cholesterol (the ‘good’ cholesterol) are
considerable. Nearly half (45%) of Bangladeshi men have an HDL-
cholesterol level of less than1.0 mmol/l compared to one in six (17%) of men
in the general population. By contrast, Black Caribbean men and women
have a relatively low prevalence of low HDL-cholesterol.®

Although Black Caribbean people have a lower risk of coronary heart disease
they have a higher risk of stroke. The 2004 Health Survey for England found
that among respondents aged 55 and over Black Caribbean men had the
highest prevalence (11.5%) of stroke while among women aged 55 and over
the highest prevalence was among Bangladeshi (11.9%) and Pakistani
(10.1%) respondents.®

The prevalence of diabetes is much higher among some ethnic minority
communities than in the general population. In Black Caribbean and Indian
men, the prevalence of diagnosed Type 2 diabetes is more than twice that
found in the general population.® The prevalence for Black Caribbean and
Pakistani women is two and a half times that of the general population
However, diabetes among Black African and Irish women is substantially
lower than for the general population.®

There is a growing body of evidence to suggest that smoking is an
independent risk factor for diabetes as smoking has been identified as a
risk factor for insulin resistance, a precursor for diabetes. °

Compared to non-smokers with diabetes, people with diabetes who smoke
have twice the risk of premature death. Furthermore, the risk of
complications associated with tobacco use and diabetes in combination is
nearly 14 times higher than the risk of either smoking or diabetes alone.*°

For further information about smoking and diabetes see the ASH Essential
Information on Smoking and diabetes.

Almost 90% of oral cancers are associated with tobacco use.'* According to
the International Agency for Research on Cancer (IARC) areca nut and betel
quid are both carcinogenic and place users at an increased risk of
developing oral cancer. A separate study found that areca nut, betel quid,
cigarettes and oral snuff all independently increase the risk of oesophageal
cancer. The authors also found that cigarette smoking alongside chewing
betel quid increased the risk further.*?

The poor levels of ethnicity recording in cancer registry data mean that there
is no reliable routine data on ethnic differences in cancer incidence in the UK.
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In South Asia the primary cause of the high incidence of oral cancer is the
widespread habit of chewing betel quid (paan). Studies in India found that
men who chewed betel quid with tobacco had relative risks of oral cancer
varying between 1.8 and 5.8, and risks for oesophageal cancer of 2.1-3.2.23
Furthermore, pregnant women in India who used smokeless tobacco had a
threefold risk of still birth and a two- to threefold increased risk of having a
low birth weight child.*®

The risk of all tobacco-related diseases decreases after the cessation of
tobacco use. The excess risk of oral cancer from tobacco use almost
disappears with 10 years of cessation. The risk of developing a second
tumour is also reduced if patients cease to use tobacco.™

There is a strong link between tobacco use and socio-economic status.
Smoking accounts for over half the difference in risk of premature death
between the highest and lowest social classes in the UK.** A report by the
Equality and Human Rights Commission found that poverty through low
income is higher among minority ethic groups. The highest rates were
among Bangladeshi and Pakistani communities, with almost two thirds living
in low-income households.*® The 2004 Health Survey for England also
showed that minority ethnic groups were more likely to report ill health than
the general population.*

Guidance by the National Institute for Health and Clinical Excellence noted
that reducing smoking prevalence among some minority groups would
reduce health inequalities more than any other measure.*®

Ethnic minorities have been shown to possess relatively poor knowledge
about cigarette smoking and disease and to be less likely to cite smoking as
a health risk than the UK population as a whole.*” The proportion of African-
Caribbean men (27%) who say their smoking has ‘no effect’ on their current
health is above the rate for the UK (12%) as is that among Bangladeshi men
(22%) and Pakistani men (20%).

Religion may have an influence on some ethnic minorities’ attitudes towards
tobacco use. For example chewing tobacco is embedded in many aspects of
South Asian culture with symbolic implications at religious and cultural
ceremonies. Some religious leaders also believe that smoking and the sale
of tobacco is prohibited by Islam.*®

Tobacco use may also be influenced by the level of community involvement.
Studies have shown that for men and women of all ethnic groups, community
activity is positively associated with lower cigarette smoking although this is
not replicated for chewing tobacco use.*®

Smokers from minority ethnic groups are as ready to quit smoking as their
counterparts in the UK population as a whole. Since 1998 overall smoking
prevalence in Great Britain has declined by 7 percentage points. However
prevalence among minority ethnic groups has failed to show a similar pattern.

Research suggests that Bangladeshi and Pakistani smokers may be
particularly receptive to advice from a doctor to stop smoking.*

Specialist helplines offering counselling services in different ethnic minority
languages have proved to be popular. The national charity QUIT hosts
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services in seven ethnic minority languages.?*

NHS Choices provide resources and materials on South Asian health issues.
This includes information on the health risks of smokeless tobacco and
leaflets and helpline telephone numbers in alternative languages to help
tobacco users quit.??

See also the ASH website for more information on smoking cessation help
lines.??

The National Institute for Health and Clinical Excellence (NICE) is currently
developing guidance on helping people to stop using smokeless tobacco.*
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